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GEORGIA DEPARTMENTOF HUMAN RESOURGES
APPLICATION FOR RECORDS RETENTION SCHEDULE OFFICE OF ADMINISTRATIVESERVICES

RECORDS MANAGEMENTUNIT

For instructions ON completing this form contact DHR Records Management Unit, 47 Trinity Avenue, Atlanta, Georgia
30334. Phone - (404) 6564976 GIST: 2214883

BRR T GEORGTA DEPARTMENT OF HUMAN RESOURCES [ ARCHIVES AND HISTORY

Applicetion Dett ' Division of Physical Health Application Number

August 11, 1980 Chronic Disease Unit = Room 102 KRo- 3 \

o 618 Ponce de Leon Avenue, N.E. ~
i mbe | . - ' Dats Recaived Date Completed

Application Number . Atlanta, Georgia 30308

DHR 80-25 1 ' ' ' : AUG 18 1980 | AUG 25 1980
2. Person to Contact Working Title Telephona Number

Mrs. Kathy Bush Office Supervisor 894-5122

3. Actior. Requested
s. 53 Establish Retention Schedule; record will continue to accumulste.
b. [ Dispose of prasent accumulstion; no further accumulation enticlpsted.

¢. O Amend Appiication No. Check One: [ Change; (O Supercede; D\Void
4. Dewes of Series B. Records Series Titie Moliowed by titie used in office; H differsnt)
Escliest Latsst Chronic Disease :

3/1/80 - lto present - _..-=Cystic Fibrosis Cliemt Files -

i Division 873 Office Function . What is the function of the Divition and the OFfice it which this record series it Created? Fa—

The Division of Physical Health, through the leadership of the Director, is responsible for the administration, direction, and coordination of the
physical health programs throughout Georgia. This is accomplished by the establishment of health standards for business, housing. and field
operations; the improvement of the physical and dental health of adults and children; the diagnosis and control of diseases; the monitoring of
supplies of drinking water; and the daily State-wide program of the registration, statistical coding, certification, and preservation of certificates
for births, mamiagess, divorces, annulments of marriage, and deaths that occur each year in the State.

The Chronic Disease Unit has the responsibility to identify, refer, or bring to treatment, adults with major chronic diseases, sach & cancer;
stroke and heart attack; kidney; rheumatic tever; high blood pressure; diabetes; speech, vision, and hearing; and cystic fibrosis; to
operate and administer programs for: cancer control; aging; rehabilitation services; and FOCUS (Focus on Coordination of Unified Services);
and contract with hospitals to provide treatment for persons with kidney discdses who are unable to pay from their own or other resources.

7. Records Series Description This file containg the foliowing documents Ilndudoﬁm-nmngrs and titles, if any):  Attach samples of the fil;.
Documents relating to: mMaintaining medical and financial information on clients in the Adult Cystic
Fibrosis Program.

Included are:  form ACFP-10l (Patient Evaluation) which shows name of physician and address; patient's name, address, birthdate, age, race, sex,
nerital status, children under age 18, Social Security number, home phone number, whether o not eligible for Medicaid assistance; whether
or not currently enrolled in Medicare Health Insurance; other health insurance coverage; annual adjusted gross income; and certification by
patient that information given is true and accurate with signature and date: type of service to be provided by physician (listed) and verification
that patient has b ¢en diagnosed as having cystic fibrosis and requires services indicated, with signature and date; and signature and date (as to
determination of need by patient for financial help) given by Clinic Director or attending physician. ACFP-102 (Request for Payment) shows
vendor's name and address; patient's name and address; description of service, equipment, medication, date, invoice number and information
as to amount and payment; signature of vendor verifying that the charges shown are true and accurate, and date; signature (Cystic Fibrosis

Program personnel approving payment; ACFP-104 iRequest for Drug Reimbursanent) shows vendor name, address, and county. patient's
name, address, and number; " itemized list of drugs (listed), prescription humber, date’ filled, quantity, patients signature, information as to

charges and billing; signature of vendor, and date. ACFP05 (Request for Drug Reimbursement) shows vendor; patient's name, address,
county, and number; drugs, date filled, and information as to charges ,a.nd payment; pharmacy name and address; patient's signature
verifying that charges are true and accurate and cenfirming that patient has made total payment of said charges as shown, and date: and
signature of approval (Adult Cystic Fibrosis Program) and date. -

sThe fib is srranged
alphabetically by name of client.

3. Monthly Retference Rate How often are records referred to Which are: aatimate
One to six months old _3—6_weekly: Sewn 1D welve months otd 8-10 ; Thirteen to tventyfour months old 2-3 per ;year
twenty-five months and oider . -
3. Annusl Rate of Accumuiation or Records -
estimate - .
Lotter-size drewers — l}ngal;\cln drawers _________: Shelves ; Othar (Spscify)
.- i NN

pimn 4Bs8 (7-78) _

{Over)




YES | NO | 10. Questionndire _(Piace sn “X" in the proper sslumn) .
a. is this the officiel copy of the series? T
X it not, where Is it? ; o Ee .
. Does the sirles contain contidential informatien requiring security handling? Iif ves, du lsw or reguiation.
X records contain client names
X . Ie this a vital record?
x d Does this series have historical or long term ressarch velue?
X Whononoormdocumnuhu\oﬂhmumwnmpduonﬂrumfoulonopmod could these documents
be scheduled separately?
X * 1. s the information contained in this seriss ever published? L yu,cmd\ o0pY.
g. lathe informstion contaired in this series ever snalyzed sndjor recordsd in @ summarized report?
X # yos, sttach cODY.
h. ie thers & duplication of shis series in your office, o in sncther office or agancy?
x ¥ yos, where?
% | 1. Isthisseries for & major portion ¢ of i) reguisrly microfiimed?
X ] Doces the record series result in 8 computer printout?
11. Rswsrition Requiremants The following requires tha series t0 be kept:
s. St Law —_ yens. d. Audit period S T 1, X
b. Sttute of limitation  yen 0. Administrative need T __yen
c. Fodersi low yeors. 1. Fedaral retention instructions " ; §

Attach copy OF exoerpi of isws or reguistions. Explein sdministrative noed.

in event information may be needed at some future date
for care and/or treatment of patient

{3 Destroy

12, Approved Disposition Instructions  This agency neommonc_k that the file series be cut off st the end of each:

[JCalandar Year; E)Fiscal Yoor; [JOther o . then,
Hold in the current files sres — . menth(s) 2 year(s); then
.3 Transfer 1o local holding sres; hold year(s); than :
Transfar to State Records Canter; hald year(s); then

O Transter to Stats Archives for parmanent retentien.
O Other (Specify)

Thess instruictions spply to all prior and future sccumulstions of the series. - ' ST

. o R o : - - v -

Agency Head/Designes (Signature) I Dets Records Managsmaent Officer I&gnmm}

/150 T n (e 1l

iEliza¥eth W. Crank, CRM

Eoon 4908 (2-76) ] (ﬂMﬂl’lk’O’

: v N C State Records Committee (Signature) - : -, - Dew
Recommendiations in peragreph = o , ANV )
:;”Mom:mm - Suate Avaluprfowalanes ’ ~,. AA.A‘( SE— 7' U-Yo
of explsnation.) L)Somurv amloﬂ'nnu / ' S 9“/?—~6—b
Agortiov General/Designes / 7 ' B l & }yW




